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Abstract 
 
Background: Despite national efforts to improve the way students learn about diversity, implementing 
cultural competence education has had several challenges. One of the most salient influencers is the 
hidden curriculum, or the unintended lessons learned from the curriculum. 
 
Objective:  To determine patterns of demographics in examples and assess the diversity of the hidden 
curriculum using the “cultural competence continuum” as conceptual framework. 
 
Methods: Analyzed 278 cases during one academic year (AY 2015-2016) for the first-year and second-
year students at the University of North Carolina School of Medicine. Determined the proportion of the 
characteristics present or absent from these case examples compared to case examples from the 
University of Minnesota Medical School (AY 1996-98). 
 
Findings: For both schools, sex was mentioned in a majority of cases (see Table 1). At UNC, sex was 
mentioned in 273 cases (98.2%) and in 942 cases (95.8%) at UMN. Both schools mentioned males in 
more than half of the cases (146, or 52.3% at UNC, and 526, or 53.2% at UMN). Sexual orientation and 
race were usually unspecified in cases at both schools. 
 
Conclusion: Using the cultural competence continuum as a conceptual framework, we can assess the 
case examples for level of cultural competence. The absence of representation across race, sexual 
orientation, and social determinants of health corresponds to a hidden curriculum that reflects cultural 
blindness which includes assumptions of universal applicability and normativity.  
 
  
  
 
Acknowledgements 
 
I would like to thank my research advisor and first reader, Dr. Sue Tolleson-Rinehart, for her guidance 
and support throughout the entire year as I pursued my Master in Public Health.  She played an 
instrumental role in my project’s inception and has sincerely encouraged me in my scholarly pursuit of 
change. She has been a role model, a teacher, and a mentor. 
 
I would also like to thank my second reader, Dr. Kurt Gilliland, for devoting his time, intellectual energy, 
and resources into the execution of this project. He has been an unwavering advocate for student 
leadership and curriculum development.  
 
Additionally, I’d like to thank, Julie Byerley MD MPH, Cedric Bright MD FACP, Kim Faurot PhD, and Sue 
Estroff PhD for providing guidance and support throughout this project.  
  
  
 
Table of Contents 
 
Abstract……………………………………………………………………………………………………………………………………………………i 
Acknowledgements………………………………………………………………………………………………………………………...……...ii 
Table of Contents……………………………………………………………………………………………………………………………………iv 
Introduction..................................................................................................................................................1 
Background and Significance....................................................................................................................... 2 
Methods.......................................................................................................................................................4 
Results..........................................................................................................................................................6 
Discussion................................................................................................................................................. ...7 
Conclusion..................................................................................................................................................10 
References..................................................................................................................................................12 
Tables and Figures......................................................................................................................................14 
Appendix A: Limited Systematic Review.....................................................................................................19 
Appendix B: Methods.................................................................................................................................34 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
Introduction  
 
In the context of rapidly  changing United States’ demographics   increasing health disparities 
between groups, medical students must possess effective tools to deliver care to patients from a myriad 
of backgrounds (Dykes & White, 2011; Nelson, 2002). Cultural competency education (CCE) has been 
consistently identified as an intervention to ameliorate disparities found among groups affiliated with 
race, ethnicity, gender identification, and sexual orientation (Nelson, 2002).  
As a result, several national organizations, such as the American Medical Association (AMA), the 
Association of American Medical Colleges (AAMC), and the American Medical Student Association 
(AMSA), have published standards to promote cultural competence in medical education (Dogra, 
Reitmanova, & Carter-Pokras, 2010; Engebretson, Mahoney, & Carlson, 2008). Despite national efforts 
to improve the way students learn about diversity, implementing CCE has had several challenges (Dogra 
et al., 2010). One of the most salient influencers is the “hidden curriculum” or the unintended and 
implicit lessons learned from the curriculum (Turbes, Krebs, & Axtell, 2002). 
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Background and Significance 
 
Cultural competence continuum 
 
“Cultural competence” reflects a set of behaviors, attitudes and policies needed to deliver care 
effectively to patients from different cultures at the individual and organizational levels (Betancourt & 
Green, 2010). Cultural competence is built on an underlying framework that can be divided into three 
broad categories – knowledge, skills, and attitudes (Braddock et al., 2015). While often thought of as an 
endpoint, it can actually be conceptualized along a continuum that can be applied to individuals, groups, 
or institutions (See figure 1). The continuum ranges from “cultural destructiveness” to “cultural 
proficiency.” “Cultural destructiveness” refers to the intentional practices, behaviors or policies that 
purposefully eliminate or damage cultural groups (Ford & Whiting, 2007). 
“Cultural proficiency” describes holding culture in high regard through educational and research 
approaches. It reflects ethno-relativism, in which cultures, including that of the individual or 
organization, are viewed as different, but equally valid (Hammer, Bennett, & Wiseman, 2003). At the 
mid-point of the continuum is “cultural blindness,” which refers to the belief that there is no difference 
in color or race. This may appear egalitarian, but not recognizing cultural differences establishes 
ethnocentric services based on the dominant culture that are useless to other cultures unless they 
assimilate to the mainstream (Ford & Whiting, 2007). 
 
Hidden curriculum within medical education 
 
Medicine’s educational milieu exposes students to a learning environment that occurs along 
several dimensions (Hafferty, 1998a). A formal, organized curriculum intentionally imparts explicit 
messages about biomedicine or behavioral conduct in the form of didactics and simulated patient 
encounters (Hafferty & O'Donnell, 2015). An informal curriculum, which involves interpersonal teaching 
and learning, occurs outside or between the formal curriculum (Hundert, Hafferty, & Christakis, 1996). A 
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hidden curriculum, constructed upon medicine’s sociocultural history, refers to messages conveyed to 
students at the level of a curriculum’s organizational structure. In this dimension, the learning 
environment conveys tacit messages about “how things work around here” (Chuang et al., 2010; 
Hafferty & O'Donnell, 2015). The resources allocated towards topics, distribution of large versus small 
group work spaces, or the pace and profile of evaluation send value messages to students. As students 
develop into practitioners, they develop   ethical judgment, professional identity, and an acceptance for 
the hierarchy within medicine (Lempp & Seale, 2004). Whether positive or negative, the hidden 
curriculum partly explains the differences between an institution’s formal curricular values and the 
curriculum experienced by students (Martimianakis et al., 2015; S. P. Phillips & Clarke, 2012). 
The hidden curriculum is frequently associated with the clinical years where students are 
exposed to the stressors of delivering care to underserved populations. Krupat et al. demonstrated that 
differential exposure to the hidden curriculum is associated with the preservation or the erosion of 
patient-centered beliefs (Krupat et al., 2009). Phillips et al. demonstrated that unprofessional behaviors, 
such as biases in clinical practices, were conveyed to students in the form denigrating patients (S. P. 
Phillips & Clarke, 2012). Rogers et al. suggested that students experience unprofessional behaviors, such 
as inappropriate conversations about patients, from residents and attendings (Rogers et al., 2012). A 
small body of evidence also suggests that the hidden curriculum conveys unintended messages to 
students in the form of case examples in the pre-clinical years (Turbes et al., 2002). 
In the pre-clinical years, the inclusion or exclusion of information in case examples is one way 
students experience the hidden curriculum within an explicit one. Case examples were explicitly 
designed to simulate medical situations and illustrate methods for disease diagnosis and management 
(Yoshioka, Uchida, & Kuzo, 2003). More implicitly, case examples’ content underscores the importance 
of disease-focused learning, demonstrates ideal physician communication, and establishes a hierarchy 
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for information (Kenny & Beagan, 2004; MacLeod, 2011). As a result, case examples function as a 
socialization tool for medical students, and this tool must be assessed for unintended messages. 
This aspect of the hidden curriculum was initially introduced by Sandra Turbes, Erin Krebs, and 
Sara Axtell at University of Minnesota Medical School nearly twenty years ago (academic years 1996-
1998). They identified messages conveyed through patterns in demographic and behavioral 
characteristics presented in case examples drawn from lectures, small groups, lab sessions, exam 
questions, assignments, class handouts, study guides, and clinical presentations. Turbes et al. associated 
the absence of descriptors related to race or sexual orientation with underlying assumptions of 
whiteness and heterosexuality. They also noted the representation of minority groups reinforced 
stereotypes.  
In this study, I build on the Turbes et al. foundation to determine if the pattern of demographics 
has changed in the past twenty years. I also investigate the presence of variables related to behavior 
and social determinants of health (SDH), considering their association to health outcomes, safety and 
access. Last, I ask whether the cultural competence continuum can be used as a conceptual framework 
to assess how the hidden curriculum conveys messages about diversity through case examples.  
Methods 
 
I analyzed two hundred seventy eight cases used during one academic year (AY 2015-2016) for 
the first-year and second-year students at University of North Carolina, School of Medicine. I used two 
criteria to determine case examples. First, the case must be based on an individual illustrated in the 
third person who has at least two demographic or behavioral descriptors (e.g. age, sex, or substance 
use) mentioned. Second, the case must illustrate a normal or pathological process or disease. I drew 
case examples from small group sessions that constituted three semesters of study in integrated basic 
science and organ systems known as the Translational Education at Carolina (TEC) curriculum. I gained 
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access to the case examples using the medical school’s learning management system (LMS). The case 
examples were written by faculty members with expertise in the clinical, biomedical, or epidemiologic 
topics covered during the clinical course. To review the cases, I created categories for each descriptor.  I 
was the sole coder responsible for coding the cases. I extracted and recorded information from the 
cases based on the categories created for the demographic and behavioral descriptors.  
I examined the cases for demographic characteristics including age, sex (female, male, intersex, 
unspecified), race (white, black, Asian/Pacific Islander, Hispanic/Latino, Native American/American 
Indian, unspecified), region of origin (Europe, South and Central America, Caribbean, Middle Easter, 
African, Asia, North America, unspecified), sexual orientation (heterosexual, homosexual, unspecified), 
educational level (at least some high school, some college or more, unspecified), marital status (single, 
married, widowed, partner, unspecified), body mass index (BMI), occupation (professional, employee, 
business, vocational), and employment status (employee, self-employed, unemployed, full-time student, 
military, retired).  
The behavioral  descriptors I coded included sexual behavior (sexual partner of unspecified sex, 
sexual partner of opposite sex, sexual partner of same sex, sexual partners of both sexes, not sexually 
active) , types of sexual partners (single sexual partner, multiple/several partners, unspecified), living 
arrangements (living in a residence, homeless), physical activity level (exercise regularly, sedentary, 
unspecified), tobacco use (endorses tobacco use, denies tobacco use, unspecified), alcohol use 
(endorses alcohol use, denies alcohol use, unspecified), or substance use (endorses substance use, 
denies substance use, unspecified).  I recorded the chief complaint or presenting problem, the diagnosis, 
disease outcome, insurance status (uninsured, insured, unspecified), comorbidities (none, 1-2 
comorbidities, 2-3 comorbidities, three or more comorbidities), adherence status (non-adherent, 
adherent, unspecified), and medications (taking other medications, not taking other medications, 
unspecified) for each case. 
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I use the term “unspecified” to describe information that was not explicitly described within the 
case examples.   In cases, characteristics can be stated explicitly or implied by the other references. To 
avoid making assumptions about the authors’ intentions, I only recorded information based on variables 
presented explicitly. Appendix B contains the codebook that I created for the UNC cases. 
I analyzed the resulting data using Stata 14 (StataCorp, LLP, College Station, TX). I generated 
proportions for the demographic and behavioral characteristics explicitly mentioned and compared the 
presence or absence of characteristics featured in cases to case examples from University of Minnesota 
Medical School (UMN) some twenty years earlier. UMN had nine hundred eighty three case examples 
drawn from lectures, small groups, laboratory sessions, exam questions, assignments, class handouts, 
study guides, and clinical presentations.  I used difference of proportions tests to compare the 
representation of sex, gender identity, sexual orientation, race, and ethnicity.  I also investigated the 
proportion of behavioral characteristics and social determinants of health (SDH) featured in cases. Since 
Turbes et al. did not investigate these variables at UMN, I present data only from UNC.    
Results 
 
For the purpose of this paper, sex refers to the biological categorization based on reproductive 
organs and function. Gender identity refers to one’s personal experience with the sociocultural role 
differences attributed to his or her biological sex. Gender identity can be divided into a binary, 
masculinity or femininity. For many, their gender identity correlates with their biological sex, which is 
termed cis-transgender. For others, gender identity differs from their biological sex, called transgender. 
Between the binary of cis and transgender can be varying combinations of people who may possess 
varying elements of masculinity and femininity compared to their given biological sex. Biological sex and 
gender identity were compared independently to avoid makings assumptions about the case or writers’ 
intentions. 
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Both UMN and UNC identified patient sex in a majority of cases (see Table 1). At UNC, I 
identified sex in 273 cases (98.2%) and in 942 cases (95.8%) at UMN. Both schools featured males in 
more than half of the cases -- 146 cases (52.3%) at UNC and  526 cases (53.2%) at UMN, and this 
overrepresentation of males was not statistically different between the two schools  
(-0.01; 95% CI (-0.08, 0.06)). Neither school included cases illustrating differences in gender identity – 
that is, neither school presented any cases explicitly involving transgender patients. However, UNC did 
not include intersex into the cases; however, UMN included 12 cases (1.2%).  In addition, sexual 
orientation was usually unspecified (see Table 1) and, because the sexual orientation of the patient was 
undescribed in nearly all of the cases, UNC and UMN did not differ in this regard  (-0.001; 95% CI (-0.012, 
0.001)). On the other hand, race produced a statistically significant difference in the proportion of 
unspecified cases. UNC had a smaller proportion of unspecified (76.6% ) or, conversely, UNC more 
frequently described patient race (23.4%), than UMN (95.4% unspecified, 4.6% specified). In both 
schools, “black” or “white” were the predominant racial categories described (see Table 1).  
Behavioral characteristics and social determinants of health data were only obtained from UNC.  
Behavioral characteristics such as tobacco, alcohol, and substance use were specified occasionally in 
cases at UNC. .   However, physical activity and body mass index (BMI) were usually unspecified (see 
Table 2). Variables associated with social determinants of health (SDH) such as education level, housing 
status, and insurance status were rarely described in cases (see Table 3). 
Discussion  
 
The evidence from two major public medical schools suggests that, in the last twenty years, 
explicit demographic diversity has not significantly increased in case examples. For both UNC and UMN, 
the findings illustrate that sex was the only demographic characteristic consistently described in at least 
half of the case examples. Even then, males were over-represented at both schools rather than 
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proportionately presented. This finding may be for several reasons. The disproportionate representation 
may reflect differences in disease prevalence between males and females. Using qualitative analysis, 
Turbes et al. demonstrated that the percentage of female cases underrepresented the prevalence of 
hypertension, myocardial infarction, and heart failure. As a result, disproportionate representation 
should be further examined to ensure that it better reflects the distribution of disease in the general 
population. In addition, clinical teachers may recognize the value of demographic diversity but are 
unable to implement changes in their case portrayals given the high administrative burden associated 
with curricular change (Braddock et al., 2015).  As a result, good intentions are not converted into 
change.  Alternatively, the demographics may appear unchanged because during the time of each study, 
the clinical teachers were unaware of the association between case demographics and the hidden 
curriculum. While clinical teachers collaborate to implement the formal curriculum, considerable 
variability exists in the execution and organization of courses. Consequently, clinical teachers may create 
a curriculum that reflects their own clinical course but globally lacks information that students are 
exposed to. 
 Tobacco and alcohol use were the most commonly featured case examples of behavioral 
characteristics. This is likely because tobacco and alcohol use are associated with several common 
diseases, such as lung cancer, cirrhosis, and heart failure. Social determinants of health were virtually 
absent from the case examples at UNC. This may occur out of the belief that incorporating additional 
social determinants may over-complicate a case for students who are in the beginning of their training. 
In addition, clinical teachers may view social determinants of health as a lower priority in comparison to 
executing the biomedical curriculum. When caring for patients, students will be faced with the 
challenging relationship between behavior, social determinants of health, and health outcomes. As a 
result, excluding this information removes opportunity for discussion with clinical teachers. 
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 We can assess the apparent pattern of the case examples by applying the cultural competence 
continuum as a conceptual framework (See Figure 2). I submit that the absence of representation across 
race, sexual orientation, and social determinants of health corresponds to a hidden curriculum that 
reflects cultural blindness. To elaborate on this conclusion, I direct readers to some of the underpinnings 
of cultural blindness, especially the notions of “universal applicability” and “assumptions of 
normativity.” In the cases I study here, the assumption of universal applicability is evidenced in the large 
proportion of cases with unspecified features. Universal applicability is based on the belief that medicine 
is scientifically based and “impartial” and, thus, assumed to be immune to sociopolitical or cultural 
influence (Kalyanpur, 1998).  
The absence of demographic diversity conveys to students that elements of culture are not 
relevant to health care delivery unless under circumstances where culture is salient to risk assessment 
or diagnosis. However, strong evidence illustrates that cultural difference can bias the behavior of 
patients and providers. Schulman et al. (1999) demonstrated differential recommendations for cardiac 
catheterization based on race and sex. Burgess et al. (2006) established a link between stereotyping and 
anesthesiologists’ decisions about pain management. Ayanian et al. (1999) determined racial differences 
in quality of care during hospital admissions for pneumonia and congestive heart failure.  
Universal applicability is also strongly connected with assumptions of normativity. Normativity 
describes the assumption that the dominant culture is the reference group to which everything is 
compared. The assumption prescribes characteristics of the norm to the dominant culture in all 
situations.  In the cases I have analyzed here, the absence of sexual orientation and gender identity 
assumes heterosexuality and cis-gender, as the norm, default state of human beings. 
This study possesses several limitations. One limitation is the regional and cultural differences between 
the two schools. The cultural climate of a school can contribute to the inclusion or exclusion of variables 
in case examples. Schools may vary widely in the cultural climate at their institution; thus these results 
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may be less generalizable to other medical schools. Turbes et al., case examples were drawn from 
lectures, exams, and small groups, whereas, this study’s case examples exclusively came from small 
groups. Since cases may include varying levels of information based on the setting in which they are 
presented, it is possible that including case examples from lectures and exams would have altered 
findings. 
From habitual exposure to case examples, students learn the necessary information for disease 
management or diagnosis.  Excluding demographic variables to this extent, however, may suggest to 
students that information about a patient’s sociocultural experience is either unimportant or assumed. 
This view can streamline biomedical learning but cannot improve medical students’ ability to deliver 
care across cultures. Using the cultural competence continuum as a conceptual framework, we can 
begin to synthesize patterns in the explicit curriculum. With a better understanding of our underlying 
assumptions, we can positively shape how the hidden curriculum works to influences students’ attitudes 
and behaviors about diversity.  
Conclusion 
 
Patterns in the sociocultural characteristics featured in cases can convey messages that 
potentially undermine efforts to move medical education toward cultural competence. This is of 
particular significance since future physicians will experience more exposure to diverse patients in 
clinical encounters. Identifying the implicit messages experienced by medical students can help medical 
schools and clinical faculty mediate those messages to encourage inclusive behavior and attitudes. I 
recommend using the cultural competence continuum to assess implicit aspects of  lectures, study 
guides, and exam questions. I also recommend transitioning cultural diversity from the margins of case 
examples into the mainstream. Peggy McIntosh, a leader in curriculum transformation, suggested 
interactive phases of curriculum change in diversity, which can aide in this structural change (McIntosh, 
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1983). Instead of using cultural diversity as a deviation from the norm or risk for pathology, we must 
collectively include all individuals into case examples. Whether based on prevalence data or inclusion, 
involving more diverse members of society can implicitly convey to students that diversity is important 
to health care delivery and professional identity. Greater cultural diversity can foster discussions that 
promote skills in cross-cultural health care delivery at an earlier stage in medical education. I 
recommend greater inclusion of social determinants of health in cases and more complex narratives of 
case examples. Students should be introduced to the complexities of the doctor-patient relationship in 
the central curriculum.  
Shaping the hidden curriculum for positive learning requires greater awareness of its existence 
and role in socializing medical students. I recommend that formal discussion about the hidden 
curriculum with faculty and students be incorporated into discussions about professionalism, ethics, and 
physician identity in didactics and small group sessions. In addition, future research should be devoted 
to clearly determine how the hidden curriculum shapes skills and can shape attitudes about cultural 
competence and health care delivery to minority groups.  With these recommendations, we can make 
the hidden curriculum one that conveys messages, which reinforce explicit values of diversity and 
inclusion. 
 
 
  
 12 
 
References 
Ayanian, J. Z., Weissman, J. S., Chasan-Taber, S., & Epstein, A. M. (1999). Quality of care by race and 
gender for congestive heart failure and pneumonia. Medical Care, 37(12), 1260-1269.  
Betancourt, J. R., & Green, A. R. (2010). Commentary: Linking cultural competence training to improved 
health outcomes: Perspectives from the field. Academic Medicine : Journal of the Association of 
American Medical Colleges, 85(4), 583-585. doi:10.1097/ACM.0b013e3181d2b2f3 [doi]  
Braddock, C. H.,3rd, Crandall, S. J., Gruppen, L. D., Nunez, A. E., & Price-Haywood, E. G. (2015). Assessing 
change: Evaluationg cultural comptence education and training. (Report). Washington, DC: 
American Association of Medical Colleges.  
Burgess, D. J., van Ryn, M., Crowley-Matoka, M., & Malat, J. (2006). Understanding the provider 
contribution to race/ethnicity disparities in pain treatment: Insights from dual process models of 
stereotyping. Pain Medicine (Malden, Mass.), 7(2), 119-134. doi:PME105 [pii]  
Chuang, A. W., Nuthalapaty, F. S., Casey, P. M., Kaczmarczyk, J. M., Cullimore, A. J., Dalrymple, J. L., . . . 
Undergraduate Medical Education Committee, Association of Professors of Gynecology and 
Obstetrics. (2010). To the point: Reviews in medical education-taking control of the hidden 
curriculum. American Journal of Obstetrics and Gynecology, 203(4), 316.e1-316.e6. 
doi:10.1016/j.ajog.2010.04.035 [doi]  
Dogra, N., Reitmanova, S., & Carter-Pokras, O. (2010). Teaching cultural diversity: Current status in U.K., 
U.S., and canadian medical schools. Journal of General Internal Medicine, 25 Suppl 2, S164-8. 
doi:10.1007/s11606-009-1202-7 [doi]  
Dykes, D. C., & White, A. A.,3rd. (2011). Culturally competent care pedagogy: What works? Clinical 
Orthopaedics and Related Research, 469(7), 1813-1816. doi:10.1007/s11999-011-1862-6 [doi]  
Engebretson, J., Mahoney, J., & Carlson, E. D. (2008). Cultural competence in the era of evidence-based 
practice. Journal of Professional Nursing : Official Journal of the American Association of Colleges of 
Nursing, 24(3), 172-178. doi:10.1016/j.profnurs.2007.10.012 [doi]  
Ford, D. Y., & Whiting, G. W. (2007). Another perspective on cultural competence: Preparting students 
for an increasingly diverse society. Gifted Child Today, 30(2), 52-55.  
Hammer, M. R., Bennett, M. J., & Wiseman, R. (2003). Measuring intercultural sensitivity: The 
intercultural development inventory. International Journal of Intercultural Relations, 27(4), 421-
443. doi:http://dx.doi.org.libproxy.lib.unc.edu/10.1016/S0147-1767(03)00032-4  
Kalyanpur, M. (1998). The challenge of cultural blindness: Implication for family-focused service delivery. 
Journal of Child and Family Studies, 7(3), 317-332.  
Kenny, N. P., & Beagan, B. L. (2004). The patient as text: A challenge for problem-based learning. 
Medical Education, 38(10), 1071-1079. doi:MED1956 [pii]  
 13 
 
Krupat, E., Pelletier, S., Alexander, E. K., Hirsh, D., Ogur, B., & Schwartzstein, R. (2009). Can changes in 
the principal clinical year prevent the erosion of students' patient-centered beliefs? Academic 
Medicine : Journal of the Association of American Medical Colleges, 84(5), 582-586. 
doi:10.1097/ACM.0b013e31819fa92d [doi]  
Lempp, H., & Seale, C. (2004). The hidden curriculum in undergraduate medical education: Qualitative 
study of medical students' perceptions of teaching. BMJ (Clinical Research Ed.), 329(7469), 770-773. 
doi:10.1136/bmj.329.7469.770 [doi]  
MacLeod, A. (2011). Six ways problem-based learning cases can sabotage patient-centered medical 
education. Academic Medicine, 86(7), 818-825. doi:10.1097/ACM.0b013e31821db670  
Martimianakis, M. A., Michalec, B., Lam, J., Cartmill, C., Taylor, J. S., & Hafferty, F. W. (2015). Humanism, 
the hidden curriculum, and educational reform: A scoping review and thematic analysis. Academic 
Medicine : Journal of the Association of American Medical Colleges, 90(11 Suppl), S5-S13. 
doi:10.1097/ACM.0000000000000894 [doi]  
McIntosh, P. (1983). Interactive phases of curricular re-vision: A feminist perspective. Center for 
Research on Women, , 1-36. 
Nelson, A. (2002). Unequal treatment: Confronting racial and ethnic disparities in health care. Journal of 
the National Medical Association, 94(8), 666-668.  
Phillips, S. P., & Clarke, M. (2012). More than an education: The hidden curriculum, professional 
attitudes and career choice. Medical Education, 46(9), 887-893. doi:10.1111/j.1365-
2923.2012.04316.x [doi]  
Rogers, D. A., Boehler, M. L., Roberts, N. K., & Johnson, V. (2012). Using the hidden curriculum to teach 
professionalism during the surgery clerkship. Journal of Surgical Education, 69(3), 423-427. 
doi:10.1016/j.jsurg.2011.09.008 [doi]  
Schulman, K. A., Berlin, J. A., Harless, W., Kerner, J. F., Sistrunk, S., & Gersh, B. J. (1999). The effect of 
race and sex on physicians' recommendations for cardiac catherization. New England Journal of 
Medicine, 340, 618-626.  
Turbes, S., Krebs, E., & Axtell, S. (2002). The hidden curriculum in multicultural medical education: The 
role of case examples. Academic Medicine : Journal of the Association of American Medical 
Colleges, 77(3), 209-216.  
Yoshioka, T., Uchida, Y., & Kuzo, T. (2003). Format of cases affects learning outcomes in first year 
medical students. Education for Health, 16(1), 59-67. doi:10.1080/1357628031000066688  
 
  
 14 
 
Tables and Figures 
 
Table 1. Demographic Characteristics featured in case examples from UNC and Minnesota 
 
 
 
DEMOGRAPHIC 
CHARACTERISTICS 
 
UNC  
N (%) 
  
Minnesota  
N (%) 
Difference in 
Proportions 
(95% CI) 
SEX    
MALE 146 (52.3) 526 (53.5) -0.01 (-0.08, 0.06) 
FEMALE 127 (45.7) 416 (42.3)  
UNSPECIFIED 5 (1.8)   29 (3.0)  
INTERSEX  12 (1.2)  
GENDER    
UNSPECIFIED 278 (100.0) 983 (100.0) - 
CISGENDER    
TRANSGENDER    
SEXUAL ORIENTATION    
UNSPECIFIED 276 (99.3) 977 (99.4) -0.001 (-0.012, 0.001) 
HETEROSEXUAL 2 (0.7) 3 (0.31)  
HOMOSEXUAL  2 (0.20)  
OTHER  1 (0.10)  
RACE    
UNSPECIFIED 213 (76.6) 951 (96.7) 0.20 (0.15, 0.25) 
WHITE 42 (19.7) 28 (2.9)  
BLACK 22 (7.9) 4 (0.4)  
OTHER 1 (0.4)   
REGION OF ORIGIN/ETHNICITY    
UNSPECIFIED  240 (86.3) 970 (98.7) 0.12 (0.08, 0.17) 
EUROPE 3 (1.1) 5 (0.51)  
SOUTH AND CENTRAL AMERICA    
CARIBBEAN 1 (0.36) 1 (0.10)  
MIDDLE EAST    
AFRICA 2 (0.72) 3 (31)  
ASIA 1 (0.36) 2 (0.20)  
NORTH AMERICA 31 (11.2) 1 (0.10)  
 
 
SOURCES:  UNC data collected by author; UMN data from Turbes, Krebs, and Axtell, 2002. 
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Table 2. Percentage of Behavioral Characteristic featured in case examples 
 
 
BEHAVIORAL CHARACTERISTICS AND SOCIAL 
DETERMINANTS OF HEALTH (SDH) 
UNC SOM 
N (%) 
TOBACCO USE  
UNSPECIFIED 224 (80.6) 
YES 32 (11.5) 
NO 38 (15.7) 
ALCOHOL USE  
UNSPECIFIED 240 (86.3) 
YES 20 (7.2) 
NO 18 (6.5) 
SUBSTANCE USE  
UNSPECIFIED 259 (93.2) 
YES 4 (1.4) 
NO 15 (5.4) 
BODY MASS INDEX (BMI)  
UNSPECIFIED 259 (93.2) 
PHYSICAL ACTIVITY  
UNSPECIFIED 262 (94.2) 
 
SOURCE:  UNC data collected by author. 
 
 
  
 16 
 
Table 3. Percentage of case examples at UNC without Social determinants of health described  
 
 
EDUCATION LEVEL Are these UNC cases? 
UNSPECIFIED 243 (93.2) 
AT LEAST SOME HIGH SCHOOL/GED 11 (4.0) 
SOME COLLEGE OR GREATER 24 (8.6) 
OCCUPATION  
UNSPECIFIED 242 (87.1) 
HOUSING  
UNSPECIFIED 258 (93.2) 
INSURANCE STATUS  
UNSPECIFIED 277 (99.6) 
 
SOURCES:  UNC data collected by author. 
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Figure 1. Cultural Competence Continuum.  
 
 
 
Source: http://www.humanrights.gov.au/publications/chapter-4-cultural-safety-and-security-tools-
address-lateral-violence-social-justice 
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Sex refers to the biological categorization based on reproductive organs and function. Gender identity refers to if masculinity or 
femininity correlate with their biological sex, which is termed cis-transgender. For others, gender identity differs from their 
biological sex, called transgender. 
 
SOURCES:  UNC data collected by author; UMN data from Turbes, Krebs, and Axtell, 2002. 
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Appendix A: Limited Systematic Review 
 
Introduction 
 
In the context of medical education, the hidden curriculum represents the attitudes, 
assumptions, behaviors, and beliefs instilled in medical students throughout the early years of training 
(Hafferty, 1998b). Similar to cultural values imparted to new inductees, the hidden curriculum imparts 
jargon, social norms, and moral reasoning onto students (Higashi et al., 2013). The hidden curriculum is 
the overall learning environment that shapes a medical student’s physician identity and professional 
judgment (Hafferty & Franks, 1994; Martimianakis et al., 2015). Hafferty et al. suggests that students are 
exposed to lessons outside of the classroom that have greater influence on their identity as doctor than 
what they are exposed to inside the classroom (Hafferty, 1998b). Woloshuk et al. demonstrates that 
medical student attitudes can be altered by the hidden curriculum (Woloschuk, Harasym, & Temple, 
2004). Unlike the formal curriculum, comprised of explicit objectives and goals, the hidden curriculum 
involves the internalization of several values. Therefore, it is relevant to discuss the relevant aspects of 
the hidden curriculum that inform medical schools.  
Some of the aspects of the hidden curriculum include role modeling, medical hierarchy, 
evolution of attitudes, and professionalism displayed to minority groups (Hafferty & Franks, 1994; 
Lempp & Seale, 2004). These aspects of the hidden curriculum are of particular importance to in 
teaching professionalism, ethics, and cultural competency since they are molded by the learning 
environment more than formal instruction (Karimi et al., 2014; MacLeod, 2011; Turbes et al., 2002). In 
this study, we will examine how these aspects of the hidden curriculum inform care to patients affiliated 
with minority groups (e.g. race/ethnicity, sexual orientation, or nation of origin).  
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Method 
 
Study Design 
I conducted a systematic review of the literature to identify the aspects of the hidden 
curriculum that shape treating patients affiliated with minority group.  A systematic review rather than a 
meta-analysis was performed because of the expected content of the literature. A search for relevant 
articles in the last five years was performed in two literature databases – PubMed (MEDLINE) and 
SCOPUS. PICOTS was used to determine the research question and develop the search strategy (See 
Table 1). A search strategy was designed using the following terms:  “hidden curriculum,” 
“undergraduate medical education,” and “medical students,” and served as the basis for the search 
strategy (See Table 2). A search was also performed in clinicaltrials.gov using “hidden curriculum” AND 
“medical students.” No studies were found. Hand searches of included articles’ reference list were 
conducted. The search generated 354 articles.  
Eligibility Criteria 
I used the following criteria to exclude articles from further consideration: not in English, did not 
include human data, article did not apply to study question, full article not found, article not published 
in the last five years, and the article did not include medical students. The title and abstract of all 
citations discovered through the literature research were reviewed for eligibility. If the decision of 
eligibility could not be made because of inadequate information, the full article was reviewed for 
eligibility. The reviewer erred on the side of inclusion if eligibility was still uncertain. 
Article Review 
 Data extraction reports were performed independently. For all of the eligibles studies, data 
were abstracted concerning the medical students, the study characteristics, the elements of the hidden 
curriculum, and outcomes. The strengths and weaknesses of studies included a study design and 
outcome assessment. Objective outcomes include valid and reliable measurement tests and surveys, 
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such as the Patient-Practitioner Orientation Scale (PPOS), which measures patient-centered attitudes, 
and the Community, Curriculum, and Culture (C3), which is a measure for the hidden curriculum (Trapp 
S., 2013).  Outcomes assessments that were not considered objective included focus groups and semi-
structured interviews. 
Article Appraisal and Risk of Bias 
The articles were appraised for predefined criteria of good, fair or poor quality. The predefined 
criteria was developed to appraise the quality of the articles. This checklist was adapted from Critical 
Appraisal Skills Programme (CASP) (Critical Appraisal Skills Programme (CASP), 2013). The predefined 
criteria include: if the study provided a clear statement of the aims of the research, if the methodology 
was appropriate, did the research design appropriately address the aims of the research, the 
recruitment strategy, data collection strategies, relationship between the researcher and the 
participant, ethical issues have been considered, the rigor of data analysis, the findings are clearly 
stated, and the implications of research. 
 
Results 
 
A total of 6 articles met eligibility criteria. Through the database search, 406 articles were 
identified. Fifty two duplicate articles were removed from records. During the screening process, 203 
articles were excluded based on titles. To evaluate eligibility, 151 full-text articles were assessed based 
on eligibility criteria (Refer to Figure 1). The studies assessed and reported contained multiple variables, 
but only those variables regarding the original research questions will be reported. For this review, we 
will focus on the reported data regarding participants’ perception of the hidden curriculum and its role 
in care for patients affiliated with minority groups. Among the reviewed literature, role modeling, 
medical hierarchy, evolution of attitudes, and professionalism emerged in association with patient care. 
A summary of the articles, including the methodology and major findings are found in Table 3.  Most of 
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the articles employed qualitative analysis to determine the aspects of the hidden curriculum. However, 
one study used non-randomized control trial to assess the changes in attitudes after clinical exposure.  
Negative and Positive Role Modeling 
In the formative years of training, students absorb the behaviors of residents and attendings in 
an effort to assimilate into the medical culture. As a result, they not only learn how to practice like 
upper level physicians, but begin to act like them too (Shorey, 2013). Hence, role modeling, whether 
positive or negative, mediates how students may be taught to deal with patients from minority groups.  
Nearly half of the studies discussed the influence of role modeling on medical students’ 
perceptions of becoming a medical doctor. Both negative and positive role modeling were associated 
with increased perceptions of the hidden curriculum by students. Most often if the modeled behavior 
disagreed with their personal values or the declared institutional values. For some students, if a 
physician or resident’s behavior was perceived positively then the students were more inclined to model 
their behavior after them. Students were much more critical of negative role modeling. However, no 
obvious association between either positive or negative role modeling and students’ attitudes and 
behaviors toward minority groups existed.  Role modeling, instead, played a greater role in students’ 
career choices.  
Medical Hierarchy 
 
Whether implicitly or explicitly mentioned, students experience the weight of the medical 
hierarchy (Lempp & Seale, 2004). Three of the studies highlighted how students perceive a strong sense 
of hierarchy within the medical community.  Two studies demonstrated that students perceived an 
emphasis on hierarchy to reinforce the power differential within the clinical team and among 
multidisciplinary groups. As a result, students felt a deterioration in the relationships of the 
multidisciplinary teams (Murakami, Kawabata, & Maezawa, 2009). In particular, one study highlighted 
how students felt “unfairly treated for no other reason than that they were in the lowest position on the 
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clinical team” (Bandini et al., 2015). In another study, students highlighted how the hierarchy prevented 
them from speaking up when they experienced unprofessional, racially biased behavior by their 
superiors (S. P. Phillips & Clarke, 2012). Hierarchy between different specialties of medicine, such as 
psychiatry and family medicine, led to more negative comments from faculty about those career choices 
(Doja et al., 2015). 
Evolution of Attitudes  
 
Of the studies, four articles report that the hidden curriculum erodes the positive attitudes. 
Krupat et. al. compared the changed in attitudes towards patient-centered care before and after clinical 
exposure. Compared to the traditional clinical curriculum, the longitudinal curriculum demonstrated 
that lower scores in the perception of the hidden curriculum were associated with medical students’ 
preservation of positive attitudes towards patient-centered care (Krupat et al., 2009). Other studies 
demonstrated that the learning environment leads to emotional neutralization, cynicism, loss of 
idealism, and loss of empathy and compassion for patients (Bandini et al., 2015; C. B. Phillips, 2009). One 
study noted the positive change in attitudes perceived by medical students who associated the clinical 
years’ hidden curriculum with more confidence and comfort in medical knowledge.  
Unprofessional Behavior 
The term unprofessional behavior refers to denigrating patient, failing to protect a patient’s 
privacy or dignity, demonstrating rude or inappropriate behavior toward patient or families, and 
engaging in inappropriate conversations about patients or families. Several studies highlight that 
students perceived biases against minorities in clinical practice. One study states that students 
witnessed inappropriate conversations by physicians that denigrated patients especially those from a 
particular marginalized group. Two studies demonstrated that students were exposed to negative 
attitudes towards female doctors and venerated men in the conventional role of dominance (Murakami 
et al., 2009; S. P. Phillips & Clarke, 2012). Phillips et al. described how assumptions about immigration 
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status were presumed by last name or appearance, and that assumption was used to show people as 
less knowledgeable or holding odd beliefs (S. P. Phillips & Clarke, 2012).Rogers et al. showed that the 
professionalism of surgeons was perceived more positively than expected by students  (Rogers et al., 
2012). 
Risk of Bias across Studies 
Across all studies the greatest risk of bias occurred in the methods used to form the focus 
groups, non-randomized control trial, surveys, or semi-structured interviews. In each case, the 
participants may have selected to participant in the study because of personal beliefs, greater 
awareness, or interest in this topic. As a result, the studies may have highlighted on the aspects of the 
hidden curriculum that were negative and failed to highlight or notice the positive aspects of the hidden 
curriculum. Studies using focus groups may have attempted to foster an open environment; however, 
power differentials or trepidation about going contrary to the group’s opinion may have occurred 
leaving less diversity of opinion. The non-randomized control trial may have individuals in the treatment 
group who are more inclined to maintain positive attitudes throughout the clinical year experience. 
 
Discussion 
The literature review suggests how elements of the hidden curriculum including: role modeling, 
medical hierarchy, attitudes expressed during clinical years, and unprofessional behavior play a role in 
forming medical students’ attitudes and behavior. Much of the results align with literature on this topic. 
Many of the students surveyed perceived positive and negative aspects of the hidden curriculum, which 
influenced their relationships with patients and career choices. In the formative years of medical school, 
role modeling can inform students in positive and negative ways. This places a considerable amount of 
responsibility on clinical teachers to display positive behaviors around students who are primed to adopt 
the practices of those they admire. Medical hierarchy reinforces status when in multi-disciplinary teams 
and prevents students from openly speaking up about unprofessional behavior. Although clinical years 
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may provide students with greater competence in their clinical skills, they also experience an increase in 
cynicism and loss of empathy and compassion.  
 Any attempts to address provider bias must also be coupled with strategies to address the 
influence of the hidden curriculum (Hafferty, 1998b). However, placing blame on the faculty is not the 
most viable solution either (Martimianakis et al., 2015). Instead, we must take the information that we 
have about the hidden curriculum and prepare students for the potential tensions that will result. The 
quality of the systematic review is limited by the study designs quality of the articles. Most of the studies 
were descriptive in analysis thus they can only demonstrate an association not cause and effect. Most of 
the study design had small sample sizes and occurred at a particular institution thus limiting the 
generalizability to other medical students or institutions.  
Conclusion 
 In conclusion, the hidden curriculum plays a major role in influencing the identities of medical 
students. Aspects of the hidden curriculum such as role modeling, the medical hierarchy, evolution of 
attitudes and professionalism may influence medical students’ career decisions or aptitude toward 
patient-centered care. It be difficult to fully determine the reasons these aspects of the hidden 
curriculum play a role for students; therefore, more research should be devoted to establishing a 
stronger link between the hidden curriculum and physician identity. In addition, creating strategies for 
students to use in order to cope with the tensions created by the hidden curriculum. 
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Tables and Figures 
 
Table 1.PICOTS used as a framework for research question 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Table 2. Details for PubMed Database  
Search Terms Number of Results 
 
medical education” OR "Education, 
Medical"[Mesh] OR  "Education, Medical, 
Undergraduate"[Mesh] OR curricul* OR lecture* 
OR teach* OR learn* OR program* OR educat* 
OR class* OR “hidden curricul*” OR “informal 
curricul*” OR “institutional curricul*” 
 
83939 
 
"Students, Medical"[Mesh] OR “medical 
student*” OR undergraduate* OR student* 
 
269564 
 
 
 
 
 
 
 
 
PICOTS 
 
Criteria 
 
Population(s)  
Medical students 
  
Interventions  
Hidden curriculum   represents the attitudes, assumptions, behaviors, 
and beliefs instilled in medical students throughout the early years of 
training (Hafferty, 1998b). 
  
Comparators  
None required 
Outcomes Medical students’ perceptions of medicine and medical culture  
Timing 
There was not limit for study duration or a dedicated time that a study 
must assess the perceptions 
Settings Medical schools 
Study Designs  
Qualitative – focus groups, semi-structured interviews, and surveys 
Quantitative - Non-randomized/randomized control trials 
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Table 3. Quality Assessment Criteria 
 Bandini et. al., 
2015 
Doja, 2016 Krupat, 2009 
Murakami, 
2009 
Phillips, 2012 
Rogers, 
2012 
Does the study 
provided a clear 
statement of the 
aims of the 
research? 
            
Is the methodology 
appropriate? 
            
Did the research 
design 
appropriately 
address the aims of 
the research 
            
Was is the 
recruitment 
strategy clearly 
stated and 
effective. 
        -   o  o      
Was the 
relationship 
between the 
researcher and the 
participant clearly 
stated/ 
        - - - - o  - 
What is the rigor of 
data analysis? 
o      o  o  o  
Were the findings 
are clearly stated? 
            
The value of the 
research 
discussed? 
  o      o  o  
Were any ethical 
issues considered? 
        - - - - - - 
Were issues of 
transferability 
discussed? 
  o  -   - o  
Quality assessment Poor          Fair Fair          Fair Fair Fair 
Articles could receive one of the three scores for each item?  
-      (dash): The article does not address the item 
o (empty circle): The article partially addresses the item 
 (full circle): The article completely address the item 
Poor – Less than eight of the domains are least partially addressed 
Fair – At least eight of the domains are at least partially addressed 
Good – At least eight or more of the domains are completely addressed 
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Table 4. Characteristics of Included Papers (n=6) 
Author and 
Year 
Study Design Sample Outcome of Interest Methods of 
Assessing 
Outcomes 
Study results Study Quality 
Bandini 2015 Qualitative 33Harvard Medical 
School students and 
faculty 
Determine the changes 
that take place within a 
person in the course of 
learning how to care 
for hospitalized 
patients 
Focus groups with 
25 students, Semi-
structured 
interviews with 8 
faculty 
 Hidden Curriculum 
o Hierarchy of medicine –reinforces the 
power differentials in clinical team 
environment within hospital culture 
o behavior modeling – student 
observations and perceived 
expectations from resident and 
attending behavior 
o Research versus clinical work 
o Importance of the hidden curriculum 
 Values Modeled in Medicine 
o Major Themes 
o Efficiency  
o Integrity 
o Teamwork and communication 
 Changes and Development during training 
o Gaining or losing empathy and 
compassion for patients 
o Increase in cynicism or embitterment  
o Growth in confidence, comfort, maturity 
o Improved time management and 
efficiency 
 Challenges during training 
o Assimilating a large knowledge base 
o Facing difficult emotional experiences in 
the clinical environment 
o Difficulty dealing with interpersonal 
relationships 
o Competition among other students 
 Coping 
o Importance of support system 
o Other outlets – reflection, prayer, 
repression, creative outlets, exercise 
 
Poor 
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Doja, 2016 Qualitative Pre-clinical medical 
students, clinical 
clerks, senior 
residents (PGY 2 or 
3), staff/faculty 
members 
Determine the 
knowledge and the 
perception of the 
hidden and informal 
curricula amongst 
undergraduate 
learners, 
postgraduate 
learners, and faculty 
Semi-structured 
and open-ended 
focus groups 
 Perceived “superiority” of some specialties 
over others 
o Psychiatry and family medicine are 
less valued specialties 
o Subspecialists are known for 
disparaging every other specialty 
 Reinforcement of hierarchies within medicine 
o Exists within medicine and among 
allied health professionals 
 Culture of tolerance towards unprofessional 
behaviors 
o Students notes a sense of hopeless 
ness/powerlessness regarding 
seeing unprofessional behavriors 
 Role modeling 
o Students felt particular influence 
from the importance of positive and 
negative aspects of role modeling 
 Perceptions of emotional neutralization/loss 
of idealism 
o Emotional neutralization and loss of 
idealism was observed by students 
and perceived as negative aspect of 
curriculum 
 Cultural and contextual norms 
o Students felt frustrated by having to 
learn the “rules” of each rotation or 
hospital. 
 
 
Krupat, 
2009 
Non-randomized 
control trial 
Harvard Medical 
School students 
Determine the 
relationship between 
students’ experience 
of hidden curriculum 
and changes in 
patient-centered 
attitudes 
Control group 
exposed to 
traditional 
curriculum, 
experimental 
group exposed to 
longitudinal 
patient contact 
 
Attitudes  from 
control and 
exposure 
measured by 
 The students who experience the hidden 
curriculum most strongly were more likely to 
experience an erosion of positive attitudes 
between entry and graduation 
 
Fair 
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Community, 
Curriculum, and 
Culture (C3) 
measurement 
Murakami, 
2009 
Qualitative Twenty five medical 
students 
Identify  Semi-structured 
interviews with 
thematic content 
analysis 
 Perception of education as having a low 
priority 
 Prevalence of positive/negative role models 
 Persistence of hierarchy and exclusivity 
 Existence of gender issues 
 Overburdened by medical knowledge 
 Human relationships with colleagues and 
medical team members 
 First experience from the practical wards and 
their patients 
Fair 
Phillips, 
2012 
Qualitative 120 randomly 
selected medical 
students from each 
of the 4 years of 
study in three 
Canadian medical 
schools 
Examine how 
teachers’ egalitarian 
or discriminatory 
behaviors and values 
are perceived, 
absorbed, or shapes 
how the hidden 
curriculum molds 
students into doctors 
Survey  Attitudes in keeping with universally held 
institutional values of equality were 
expressed, but role-modeling towards 
homosexuals, or marginalized groups were at 
odds 
 Patient characteristics such as obesity, drug 
abuse, poverty were presented as signs of 
individual weakness or moral failings 
 Teachers assumed immigrant status based on 
a student’s or patient’s skin color 
 Women in medicine were maligned as 
potential surgeons and expected to put family 
before career 
 Denigration of other specialties other than 
their own 
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Rogers, 
2012 
Qualitative Medical student 
essays 
Evaluate how hidden 
curriculum influences 
ideas of 
professionalism 
During 10-week 
clerkship students 
were asked to 
write three essays 
outlining their  
 Concepts of professionalism changed during 
the period of the surgery clerkship 
o Included the daily practice of 
professionalism 
 Students described role models that they 
perceived as being positive or negative and 
decided if they were going to model their 
behavior after them 
 Inappropriate conversations, denigrating 
patients, mistreating staff or others were most 
cited as unprofessional behavior 
 Influences their perception of the 
professionalism of surgeon 
o Most students surprised that 
surgeons behaved professionally 
 
Fair 
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Appendix: B Methods  
 
Case Example Codebook 
Characteristic Coding 
Chief Complaint  0-not specified 
1-free text 
Diagnosis 0-not specified 
Free text 
 
Clinical Course 1-Principles of Medicine 
2-Hematology and Oncology 
3-Immunology 
4-Cardiology 
5-Clin Epi 
6-Respiratory 
7-Renal/Urinary 
8-GI 
9-Neuro 
10-Endo 
11-Psych 
12-Reproductive 
13-Integumentary 
14-Musculoskeletal 
15-Multi-Organ System 
VINDICATE 1-Vascular 
2-Inflammatory 
3-Neoplasm 
4-Degenerative/Deficiency 
5-Idiopathic, Intoxication 
6-Congenital (e.g. genetic) 
7-Autoimmune/Allergic 
8-Traumatic 
9-Endocrine 
10-Other (e.g.psych d/o) 
Age Free text 
Age Category 0-not specified 
1-0-9years 
2-10-19 yo 
3-20-29 yo 
4-30-39 
5-40-49 
6-50-59 
7-60-69 
8-greater than 70 
 6 
 
Race 0-not specified 
1 – White 
2 – Black 
3 – Asian/Pacific Islander 
4- Hispanic/Latino 
5-Native American or American Indian 
6-Other 
Nation of Origin 0-Not specified 
1-European 
2-South and Central American 
3-Carribean 
4-Middle Eastern 
5-African 
6-Asian  
7-North America 
 
Sex 0-male 
1-female 
2-not specified 
3-intersex 
Gender 0-not specified 
1-cis-gender 
2-trans-gender 
3-other 
Sexual Orientation 0-not specified 
1-heterosexual 
2-homosexual 
3-other  
Type of Sexual Partner(s) 0-not specified 
1-sexual partner(s) of unspecified sex  
2-sexual partner(s) of opposite sex 
3-sexual partner(s) of same sex 
4-sexual partners of bot sex 
5-not sexually active 
Number of Sexual 
Partners 
0-not specified 
1-not many, monogamous relationship, <1 
2- >1, several partners 
Relationship status 0-not specified 
1-single 
2-married 
3-widowed 
4-partner,unmarried 
 7 
 
Alcohol Use 0-not specified 
1-alcohol use 
2-no alcohol use 
Tobacco Use 0-not specified 
1-tobacco use 
2-no tobacco use 
Substance Use 0-not specified 
1-substance use 
2-no substance 
Education 0-not specified 
1-less than high school 
2-partial high school 
3-high school completed 
4-some college 
5-college completed 
6-Professional/graduate degree or greater 
 
Living Arrangements 0-not specified 
1-living in home or apartment 
2-housing for disabled 
3-homeless 
4-other 
 
Occupation 0-not specified 
1-professional 
2-employee 
3-business 
4-vocational 
 
Employment Status 0-not specified 
1-employed for wages/salary 
2-Self employed 
3-out of work 
4-unable to work (disability) 
5-student 
6-military 
7-retired 
 
Physical Activity 0-not specified 
1-exercise regularly 
2-sedentary 
 8 
 
Body Habitus (BMI) 0-not specified 
1-normal weight (BMI 18.5-24.9) 
2-overweight (BMI 25-29.9) 
3-obese (BMI >30) 
4-underweight (BMI <18.5) 
Outcome Free text 
Outcome continuous 0-not specified 
1-positive outcome 
2-negative outcome 
3-neutral outcome 
Insurance status 0-not specified 
1-uninsured 
2-insured 
Comorbidities 0-not specified 
1- none 
2-1-2  
3- 2-3 
4- 3 or more 
Adherence 0-not specified 
1-nonadherent 
2-adherent 
Parental Status 0-not specified 
1-yes 
2-no 
Medications 0-not specified 
1-taking other meds 
2-not taking other meds 
 
